Takotsubo cardiomyopathy due to cephalosporin anaphylaxis under general anaesthesia Sir, Cephalosporin anaphylaxis is a known but rare entity with an incidence of 0.0001-0.1% [1] We report an unusual case of anaphylaxis during general anaesthesia which resulted in transient stress-induced cardiomyopathy in the absence of coronary disease.
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Sir, Cephalosporin anaphylaxis is a known but rare entity with an incidence of 0.0001-0.1% [1] We report an unusual case of anaphylaxis during general anaesthesia which resulted in transient stress-induced cardiomyopathy in the absence of coronary disease.
A 27-year-old female was posted for limb-salvage surgery for osteosarcoma of the left proximal tibia. She had received three cycles of chemotherapy containing Adriamycin. She was active pre-operatively and did not have any comorbidity. All her laboratory investigations were normal including echocardiography which showed an ejection fraction of 62%.
On arrival in the operation theatre, she was provided general anaesthesia with standard monitoring. After an intravenous dose of injection cefuroxime, the patient developed bradycardia followed by multifocal ventricular extrasystoles and ventricular tachycardia. The arrhythmia resolved spontaneously but the patient became haemodynamically unstable. All anaesthetic agents were discontinued and 100% oxygen was administered. Patient's radial artery was catheterized and arterial blood gas analysis was done. The patient was administered injection hydrocortisone and an infusion of noradrenaline was started. Trans-oesophageal echocardiography showed global left ventricular hypokinesia, dyskinesia and regional wall abnormality beyond the territory of the single epicardial vessel with an ejection fraction of 35%. Cardiac enzymes (creatine kinase-MB and TROP-T) were mildly raised. She was shifted to Intensive Care Unit for monitoring and further management. A 12 lead electrocardiogram (ECG) showed diffuse ST segment elevation in leads I, II, aVL and V3-V 6. She was extubated the following day and follow-up echocardiography on the 3 rd post-operative day showed an ejection fraction of 45% with improved left ventricular contractility. She was posted for incision and drainage of pus 6 weeks later but this time, she had an uneventful perioperative period. A skin prick test performed during pre-anaesthetic check-up was positive for cefuroxime and negative for other drugs, including atracurium, propofol and midazolam. Echocardiography showed an ejection fraction of 60%.
The temporal relationship between drug administration and cardiovascular collapse and positive results in the skin prick test in the present case suggest that cefuroxime, a second-generation cephalosporin, was the most likely cause of the reaction. The negative results of pre-operative intradermal tests can be explained by the lower sensitivity of the tests. We did not obtain serum tryptase levels as it is not routinely done in our hospital. Serial mast cell tryptase [2] levels as early as feasible may be useful for diagnosis. During anaphylaxis, compensatory release of catecholamines by renin-angiotensin system and histamine results in excessive activation of catecholamine receptors in the left ventricle; catecholamine-induced transient left ventricular dysfunction is known as takotsubo cardiomyopathy. [3] [4] [5] Our patient fulfilled all the criteria (Mayo clinic) of takotsubo cardiomyopathy, which are; left ventricular hypokinesia, dyskinesia extending beyond a single epicardial distribution; absence of chronic obstructive pulmonary disease and coronary disease; new ECG changes with elevated cardiac enzymes and absence of pheochromocytoma and myocarditis.
Kurisu et al. [6] suggested multivessel coronary spasm at microscopic level as a cause of cardiomyopathy. Lymphodepletion and profound suppression and alteration of antigen-specific IgG antibody response by the chemotherapeutic agents and the pre-operative dexamethasone were possibly the factors due to which our patient did not have any other respiratory and cutaneous manifestation of anaphylaxis. Treatment of stress-induced cardiomyopathy relies on standard supportive measures. The prognosis is generally favourable, provided the patient survives the initial complications.
Wilms tumour with intracardiac extension -multimodal approach to a challenging case Sir, Anaesthesia for surgery for Wilm's tumour in advanced stage is a great challenge as the condition is often seen in young children with limited reserve further complicated by disease process, prior chemotherapy and paraneoplastic associations such as hypertension and coagulopathy. [1] A 2-year-old child was admitted to our institution with a biopsy proven right nephroblastoma that did not respond to neoadjuvant chemotherapy. Computerised tomography scan revealed a large right renal tumour with a cavoatrial thrombus [ Figure 1 ]. Echocardiogram revealed a large tumour thrombus (20 mm × 15 mm) in the right atrium encroaching the tricuspid valve and mild pericardial effusion. The treatment plan was right radical nephrectomy with inferior vena caval (IVC) thrombectomy and right atriotomy under cardiopulmonary bypass.
Pre-anaesthetic evaluation revealed an emaciated child weighing 13 kg with a disproportionately protuberant abdomen, pallor, pedal oedema and tachycardia. Her coagulation profile and renal function tests were normal. The day before surgery, right renal artery angioembolisation was undertaken to decrease tumour vascularity and ease surgical extirpation. Anaesthesia was induced with fentanyl 2 µg/kg, ketamine 2 mg/kg 
